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EXECUTIVE SUMMARY 



Survey Purpose and Design 

The goals of the 1988 Colorado School Health Education Survey were two-fold. The first 
was to document the status of health education in Colorado schools by surveying all school 
districts in the state as well as by sampling teachers. The second was to make recommen- 
dations based upon study findings available for consideration by ,ne Colorado Department 
of Education. The survey consisted of two parts. 

Part One, the District Survey, was sent to designated health education contacts or the 
Superintendent in all of Colorado's 176 school districts. Thp purpose of this part of the 
survey was to obtain information about school districts' policies, ^^urricula, health-related 
programs, health education fimding, and community involvement. A copy of Part One, the 
District Survey, is included as Appendix A. Of the districts, 170 have health education 
contacts to whom the survey was sent; in the six districts without such a contact, surveys 
were sent to the Superintendents. Ninety-six (55%) of the 176 district contacts re- 
sponded. 

Part Two, the Teacher Survey, was sent to 1,000 teachers statewide to learn about class- 
room mstruction and resources. The purpose of this part of the survey was to ask those 
persons actually providing instruction to address questions related to instruction time, 
health content and skills being taught, inservice needs and instructional rescarceg. Part 
Two is included in Appendix B. Of the 1,000 teachers surveyed, 500 were randomly-se- 
lected elementary teachers. The other 500 surveys were sent to health instructors in 
junior high/middle school or high school. Seven hundred teachers, representing 131 dis- 
tricts (74%), responded to this survey. 

- Health education is provided and administered by educators who have most of 
their educational preparation in academic areas other than health education. 

Eighty percent of the teacher respondents are not certified in health education. On the 
average, health education instructors have earned just over one-half semester credit hour 
in health education in the last three years. Likewise, 88% of the district contact respon- 
dents have their professional preparation in other areas. A majority of teachers and ad- 
ministrators who responded to the survey are certified in elementary education or hc.Jth 
and physical education. 

- The majority of school districts do not have written health education policies 
though two^tlards of districts have adopted a formal health education curricu- 
lum. Of the 96 school districts responding to the survey, 41% of the elementary, 51% of 
the junior high/middle, and 40% of the high school contacts report that they have a written 
policy regarding health education. Sixty-seven percent of all responding school districts 
report having a formal health education curriculum. 
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- A''*hough community involvement and a needs assessment are recognized as 
ms^or factors when adopting a health education curriculuBa, few of the respond- 
ing districts report that they actively involve parents* Forty two of the BS districts 
responding (44%) stated that they had an active community/school health education com- 
mittee. Of the districts that report having an active community/school committee, mem- 
bership is reported to consist primarily of school personnel. Less than one in three dis- 
tricts report having ever surveyed parents and oommimity members about what they 
would like in a school health education program. 

- Although a variety of health education resources are available to educators, 
teachers are making little use of them. Most educators report that they rely on re- 
sources that are within close proximity or that have been developed by their own school 
district. Teachers are not aware or choose not to use a variety of free or inexpensive re- 
sources available to them. This may be due to a lack of identification and public knowl- 
edge regarding the who, what, and where of possible speakeis, materials and services 
available. 

- Health education should begin in the elementary grades and span all grade 
levels; most ^health education is provided as a seperate course of study at the 
high school level. Teachers report providing an average of 30 hours instruction per year 
at grade levels on^ through three, 39 hours per year at grade levels four through five, 58 
hours per year at ijrade levels seven through nino, and 73 hours per year at grade levels 
10 through 12. 

- District contacts and teachers support additional inservice training. Regardless 
of school district setting, the need for inservice training is reportedly critical in the areas 
of mental health, AIDS education, substance abuse, violence/abuse and family life/human 
sexuahty. These inservice needs relate to already identified statewide health problems. 



Recommendations 

Recommendation 1: Educators who provide health instruction should take a 
minimum of two credits in health education as part of the teacher recertifiica- 
tion requirement. In addition, in-depth inservice training should be provided 
for educators who teach mental health, AIDS educatio.i, abuse and violence, 
coping skills, alcohol and other drug abuse, decision-making, family life/human 
sexuality, refusal skills, and communication skills. 

In a field which is changing as rapidly as health education, teachers must have opportuni- 
ties to enhance their knowledge and skills through inservice training; to attend such 
training, ihey must also have administrative support for release time and substitute pay. 
State agencies and organizations must continue to provide inservice training opporiunities 
at affordable costs, and districts must continue to look for sources of revenue to fund these 
training opportunities. 
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In addition, districts should choose curricular materials that include inservice training for 
teachers, A School Health Education Evaluation (Journal of School Health, October, 
1985), revealed that teachers who complete inservice training use a higher percentage of 
the health curriculum than those vnth partial or no training. The same study noted that 
student knowledge, attitudes and practice scores correlate positively with the amovnt of 
inservice training provided to their teachers. 

Recommendation 2: All school districts should have written health education 
policies to guide curriculum development and content. The development of 
these policies ought to include a process of community needs assessment and 
active parental involvement Without policies health instruction may not reflect com- 
munity values. The success of healtli instruction can depend on the statement of goals 
and parameters in the policy. 

Recommendation 3: Significantly more health education instruction is needed 
at the elementary level. Although two thirds of the responding districts require health 
education at almost all grade levels, little instruction is taking place at the elementary 
level. Health education research, particularly the School Health Education Evaluation , 
SHEE study, provides evidence that such education works best when the foimdations of 
basic health knowledge are built in the beginning grades — rather than when instruction 
begins with categorical health problems in later grades. Districts need programs that 
cover a variety of health skills and health content during the elementary years. Coping 
skills, AIDS education, consumer health, family life/hiunan sexuality education, mental 
health and family violence/child abuse prevention need to be taught in the primary grades 
using age appropriate materials. 

Recommendation 4: Programs which supplement and support health education 
instructional goals are important. Such programs ir.clude peer coimseling, onsite 
health/mental health services, parent education programs, wellness programs for staff and 
student assistance programs. While formalized health education instruction is essential, 
enhancing the school environment through a variety of extra-curricular programs will 
create a more positive climate and thus a healthier conmiimity. 

Recommendation 5: An active community/school health education committee 
can promote health education. Districts benefit from meaningful involvement of 
parents and commimity members in health education advisory groups. Health education 
deals with sensitive topics such as AIDS, human sexuality, substance abuse, and other 
issues affecting families. Districts must actively seek out and involve families in planning, 
implementing, and evaluating school health programs. Broad community involvement is 
desirable, since teen pregnancy, substance abuse, suicide, violence and unintentional 
injuries adversely affect the entire community both economically and socially; community 
representation ideally includes business, labor, religious groups and civic organizations. 

Law enforcement representatives can be actively involved in health education advisory 
groups, and utilized as an instructional resource by teachers. Law officers were identified 
as a major resource in drug and alcohol prevention education. Representatives from the 
field of law enforcement noed to be included as members of advisory groups^ 



CHAPTER ONE: DISTRICT RESPONSES 



Part One of the Survey 



1, District Response Rate 

Ninety-six (55%) of the 176 district contacts responded to Part One of the survey. These 
findings are to be interpreted with caution, since there is no way of knowing whether or 
not responding districts are representative of all school districts. Neither can the findings 
be extended from the set of respondents to all school distrcts. For example, since two- 
thirds of the 55% of the districts that responded indicated that they have a formal h€ "^Ith 
education curriculum, one might be tempted to assert that 67% of all districts have such 
curriculum. This would not be a legitimate assertion. The findings do allow us to state 
with confidence that 36% (that is, two- thirds of 55% percent) of all school districts in Colo- 
rado report having a formal health education curriciJum at some level. 

2. Districts^ Formal Health Educ^ation Curriculum 



Sixty-seven percent of the 96 school districts responding to this survey indicated that they 
have a formal health education curriculum. Such a curriculum is defined here as a writ- 
ten plan containing detailed information about grade level offerings and other suggestions 
for health education instruction ia the school district. It describes the overall philosophy, 
goals, objectives, scope and sequence of the health education program. 

As Figure 1 indicates, formal curriculum tends to occur mor^ often in the primary grades, 
A formal rnrriculura becomes less evident in the intermediate/junior high years, and drops 
significantly in high school. It is interesting to note that the intermediate^unior high 
years, when districts report doing the most health education teaching, are not the years 
when districts report the highest levele of formal health education curriculum. 



Figure 1 

The Distribution of Formal Health Education Curriculum 

by Grade Level 
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In addition, although a formal curriculum appears to be in place most often in the primary 
grades, the amount of instruction by content and skill areas in those grs^des is significimtly 
less than the amount of instruetioii provided to older students. It is also worth no^g vhat 
districts having a formal curriculum in place may or may.not have a healtii education 
policy. Indeed, among respondents, whether or not'ttiere are adopted health educatibh 
policies, the prtesence of a formal district health education curriculum andi the amount of 
health education instruction are not significantly correlated. 



a. Factors Influencing Ciirriftulum Adoption 

Those who reported having a formal heaHh education curriculum were asked to choose 
from among a set of factors that influenced their adoption of such a curriculum. As many 
factors as were thought to be involved in their decision could be selected. The results are 
shown in Figure 2. Administrative and teacher interest was reported as more important 
than student interest or health needs at a ratio of about 2 to 1, and was slightly niore 
important than community needs or interest. In fact, interest was by far the most impor- 
tant factor, with resource allocation least important. 

Not surprisingly, rural communities with a relatively sii^all student population (fewer 
than 600 students) were more than twice as likely as larger districts to list cost as a major 
factor affecting the adoption of curriculimi. For the larger districts, cost was not reported 
as a major influencing factor. 







Figure 2 
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4> District-Adopted nnrnnnlflr 



Two instructional packages were reported as being adopted by a significant number of re- 
spondent Colorado school districts. One is Teenage Health Teaching Modules (ia 7th -12th 
grade curriculum), which has been adopted by 70% of districts responding to the simrey. 
This program is currently being evaluated for national Validation. A second package, 
Growing Healthy (a kindergarten-7th grade curriculum), was listed by 49% of the respon- 
dents; this program is a nationally-validated compreheiisive health education program. 
Both are disseminated by the Rodcy Mountain Center for Health Promotion and Educa- 
tion. 

District contacts were asked which programs require inservice training, and at whaj; grade 
level the programs ate being rsed. Figure 3 lists their responses. An examination of this 
figure reveals that non.e of tba districts report implementing a health education cumcu- 
I'im prior to 1980. It is worth noting elmost all of the district adopted curricula materials 
require inservice trai;,^.jg . 



Figures 



PERCENT OF DISTRICTS ADOPTING 
CURRICULAR MATERIALS/INSTRUCTIONAL PACKAGES, 
GRADE LEVEL IMPLEMENTATION, AND 
INSERVICE TRAINING REQUIREMENTS 

# of Districts Percent of Curricular Material Grades Earliest Year Inservice 

Responding Districts in which Implemented Training 

to Item Using Program Used Required 
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♦One district replied yes to required inswrvice training, one district replied no. 

♦* Two districts replied yes to required insenice training, and two districts replied no. 

Discussion - Growing Healthy is a nationally validated comprehensive health education 
program. Teenage Health Teaching Modules (THTM) is currentiy being evaluated na- 
tionally. 



HftAlth Eduftatioit Tnstnictioii Raduirements 

District contacts were asked to iudicate whether health instruction ^s required for all 
students at some point, is an elMtive, is provided at.the discretion of mdividucd teacl^ers, 
or is not oflfered. As shown in I'lgure 4, nearly two-tliirds oC the respondent sdhbol d^^^^ 
requix« health education at some level; it is required least often at tho high sphwl level, 
where it frequently is an elective. Heaith education is moat often seen as a teadi'jr option 
in the elementary grades, despite the faot that a formal health education curriculum is 
more likely to be present in districts at those grade levels. 



Figure 4 

DISTRICT HEALTH EDUCATION INSTRUCTIONAL REQUIREMENTS 

BY GRADE LEVEL 

Required Elective Teacher Option Not Offered 

PRIMARY GRADES 66% 
INTERMEDIATE 66% 
JUNIOR HIGH/MIDDLE SCHOOL 65% 
fflGH SCHOOL 53% 
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6. Colorado Revised Statute s 22^.1-110 ( Hnn«ft Bill 1046 -19^5) 

Forty-eight (50%), of the districts indicated that they had acquired new materiale as a 
resulf of the change in Colorado's law in 1985. This law required school districts to offer 
instruction relating to drug and alcohol abuse. Each distrijt apparently determined its 
unique needs and chose instructional materials accordingly. Many of the materials ac- 
quired are listed in Figure 3. 

7. Prevention and Intervention Programs 

Prevention and intervention programs that are reportedly in place in the districts are 
listed in Appendix C. 

8. Funding for Health Education 

District contacts were asked to identify revenue soi rces used specifically for health educa- 
tion. A variety of sources are listed in Appendix D. Budget cuts affected 23% of *he dis- 
tricts adversely last year by reducing their ability to purchase materials, obtain and keep 
qualified personnel, and provide insenrice training. The district respondents reported that 
budget cuts diminished the ability of distiictu to provide health education curriculum to 
their students. Asked where additional funds would be most useful if they became avail- 



able, the district cr-^tacts indicaied the need for more or improved materials, and instrvice 
training. These two categories were cited twice as often as any other; these same two 
categories were also chosen most often in surveys conducted in 1975-76 and 1980-81. 



9. Community Involvemc^nt 

Forty-two of the districts indicated that they have surveyed parents and other members of 
the community to learn what they wish to have included in the school health program. 
Thirty-four percent of the districts have an active health education conmndttee that in- 
volves the commimity. Of the districts that have such a committee^ membership is domi- 
nated by school personnel. Parents and local health officials were most often the commu- 
nity members; involvement by students, service organizations, law enforcement offic^ *s, 
representatives of business and labor, religious groups and senior citizens is at a low level. 

District contacts were asked how they keep parents and other commimity members up-to- 
date about school health education. Responses were placed in three categories: commu- 
nity organization activities, school functions and the media. Commimity organization 
activities included citizen review committees, a health education advisory group, open 
forums and district accotmtability committees. These are described in Appendix E. 

School functions included open houses for parents with the purpose of presenting health 
education materials, reviewing curriculum guides, and helping evaluate sample texts and 
videos. Parent-teacher conferences, workshops and special programs conducted by tHe 
school nurse contributed to parent education. Health fairs for students and conunimity 
members were held, and speakers made presentations at meetings of clubs and commu- 
nity organizations. The media efforts undertaken by the districts are described in Appen- 
dix E, and include newspaper articles, booklets and brochures, teacher and principal news- 
letters and school newspapers. 
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mAPTigR TWOi TTCACHEB RESPONSES 



Part Two of the Sl^ 

Of the 700 Tfeacher Surveys returned, 540 came from teadiers who indicate they provide 
instruction in Comprehensive Health Education. Of these, 28^ elbinehtsay tochers, 
113 were junior high/middle school teachers and 1 i2 wera Mgh school tefidiers. A total of 
107 respondents co lid not be easily classified into one of the previous categories and were 
assigned to the most likely category by the researcher. The results reported in this chap- 
ter are based upon these 540 responses. 

1. Instructional Time 

Eespondents were asked to estimate the amount of health education time they provide in 
each class they teach. The number of teachers who responded at each grade level ^M^d the 
amount of time spent on health education are shown in Figure 5. The i^ge of instroc- 
tional time varies from approximately 35 hours of health education in the pririiaiy grades 
to 18 weeks of daily health instruction at the senior high level. When one considei^the 
time provided i a other academic areas and compare it with the time spent on health in- 
struction, hu ith education is receiving minimal attention. 





Figures 




Average Health EdacatioHi Instructional Time in Hours Provided by Teachers 


Grade Levels 


Average Hours 


Number of Teachers 




Per Year 


Who Responded 


1-3 


30 


61 


4-5 


39 


67 


7-9 


56 


124 


10-12 


73 


75 



Research indicates that it takes 50 hours of classroom instruction to affect changes in 
health knowledge, attitudes and behaviors. In view of the quantity of health education 
reported here, it is doubtful that many schools are influencing behavior with instruction- 
aUy-delivered health education. 

2. Instruction bv Health Content and Health Skill Areas 

Teachers were asked to iaontify the grade level(s) at which they provide instruction in 
health content and skill areas. Figure 6 shows the amount of instruction provided in 
specific content areas at grade levels. 



Figures 



Percentage of Teachers Providing Instruction by Grade Levels 

in Fifteen Content ^reas 

Primary Intermediate Junior H.S. Hi^ School 

AIDS Education 2% 13% 52% 45% 

Alcohol and Other Drugs « 28% 30% 60% 47% 

Injury Prevention 35% 22% 40% 32% 

Consumer Health 6% 8% 28% 27 % 

Dental Health 43% 16% 21% 15 % 

Environmental Health 20% 16% 24 % .25.% 

Family life/Human Sexuality Education 5% 21% 47% - 41^ 

Growth/Development 2G% 23% 47% 34% 

Mental Health 12% 14% 45 9: 39% 

Nutrition 44% 25% 44% 41%; 

Personal Health and Fitness 41% 25% 50% 44 %; 

Disease ft-eventioi 31% 15% 37% 34,%. 

Sexual Diseases 0% 7% 46% 43 % 

Tobacco/Smoking 23% 28% 65% 43% 

Violence/Abuse 11% 10% 34% 30% 



The percent of instruction shows an increasing emphasis on AIDS education and sexually 
transmitted diseases through the higher grade levels. On the other hand, disease preven- 
tion, after the primary level, remains relatively unemphasized. Despite media ahd sdiool 
attention to problems of student stress and suicide, instructional time on this content; is 
modest. Personal health/fitness is emphasized throughout the grade levels, probably 
reflecting the background and knowledge ar^a of a majority of the teachers. 

Family life education shows a sharp rise through the grade levels and includes sexi'aHty 
education; however, many students who would benefit from this area of emphasis need to 
have early, reinforced training throughout all grade levels. For example, in urban areas, 
the minority dropout rates minimize exposure to this content in critical years. 

Little emphasis is placed on sexual and child abuse and family violence throughout the 
grade levels. Respondent teachers need more training in this area. Sexual and child 
abuse and neglect, as well as family violence, are certain indicators of children at risk not 
only for poor academic achievement, but also for eating disorders, drug and tobacco abuse, 
emotional problems, teenage pregnancy, violence toward others, school dropout, criminal ' 
offenses and poor employment potential. These are also persons who will behave in simi- 
lar ways toward their spouses and children. Evidence is clear that health education can 
contribute to reversing these proclivities. 

Dental and environmental health emphases drop over the grade levels. Colorado has per- 
sistently ranked poorly in terms of the dent U health of its population. Perhaps involving 



the School of Denfistiy in school programs during junior and senior high school years 
would be helpful. 

Fmally, the rankings show a rather consistent emphasis, aft^'ihe primluy vear&, on dru^. 
and tobacco education. Again, the lack of pniasp^, sc]^^ fvip^^^i? m con- 
trary to rese.. rch on effective hed& eduj^tion; 1^^ 

the education, die more ei&ctive-th§;b^6^^^§aft^5^ 1^fi^0;x^^^p, 

evidence shows clear, positive em^^^^mil^^^:^^^^Mf^^$f^^^^Y- 
Hon on the one hand, and knowledge ^| de«ra§|^b<|^STOora^^^ 

three or more years of health education are mu§more'|kel^^ TOKor^jwtfe|^oS 
health education to abstain from tobacco and d|^ ns^J;|^ make Qi^^ tp ||ii>Me their 
health, to express a feeling of control over thfiir ii^ 

Figure 7 showfc the percent of hea ii skills by g^dejevel. Tl^ese skills ai^b||^i^||ntejj^^ 
resist peer pressure, develop relationships, actujaize mdei^^^ 
decision-making capabilities. The emphasis is invariant. De^aon-miBng^^^^^^ 
regardless of grade level, and coping skills are ranked? fpiin^. Tffis maybfe' ^^e^^ 
emphasis upon decision-nxaking in drug and sejtuaiity education, as well as the relative 
lack of attention given to mental health, abuse and violence. 

— : 

Figure? 

Percentages of Teachers Providing Instruction 
in Four Health Skill Areas 
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8. The most Imiiortaiit Mkior Health Content and Skill Areas 



Teachers were asked to prioritize three of the 15 health content areas and two of the four 
health skill areas. Ed ^cation about alcohol and oflier ^gs )yas listed as one;o|the:h^^ 




health education, AIDS education, and coping skiUs educ?i^pn.a Uieir top three in^^ 
However, priorities were different for teach^^rs depending on wher<J ^eograpmcaMy) th^ 
teach. 



The priority areas are interesting when com^ jiv^d to p:x)yision of instruction summarized 
in Figures 6 and 7. For example, Coping iS^Us arc the least provided health sKU ar^ 
teachers — perhaps recognizing this as a deScit -r^ rank it rather high as a priorily for 
training. The high ranking of Mental He^^h may indicate a similar concern by tea(^ers, 
who currently provide relatively little instructian in this area. 





Figures 








Ranking of Health Content Priority Areas for Diservice 






by School IHstrict Setting 






He&lth Content Areas 




School District Setting 






Outlying 


Rural 


Suburban 


Urban 








City 




Abi'se/Violence 


8 


9 


7 


5 


AIDS Education 


2 


2 


4 


4 


Alcohol and Other Drugs 


5 


5 


2 


3 


Communication Skills 


9 


8 


8 


6 


Coping Skills 


3 


3 


5 


2 


Decision making 


6 


7 


6 


9 


Family life/Human Sexuality 7 


4 


9 


8 


Mental'Health 


1 


1 


1 


1 


F-fosalSkiDs 


4 


6 


3 


7 


Note: These are the nine most frequently mentioned health content and skill areaa from 


the 19 identified in Figures 6 and 7. 
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4t InstTttctiional Resgwrggg 

The teachers surveyed were asked what resources they used in teaching health education* 
They reported that district curriculum was the most-used such resource, followed by cur- . 
riculum developed by other schools. Information and/or speakers ranked high by teachers 
as resources were: 

- the Dairy Council; 

• local law enforcement agencies; 

- local hospital or medical personnel; 

- the Lung Association; 

- the Cancer Society; 

- the local health department; 

- the Colorado Department of Education's Health Education Program; 

* the Colorado Department of Health; and 

- tlie Heart Association. 

Cited as being used less frequently were resources from: 

- the Area Health Education Councils (AHEC); 

- Mile High Coundi on Alcohohsm; 

- Kaiser Permanente's Professor Bodywise; 

- the Rockv Mountain Center for Health Promotion and Education; 

- the Prevention Center; 

- Adolescent Health in Colorado, docimient; and 

- the Hall of Life, Denver Museum of Natural History. 

It is interesting to note that although the Rocky Mountain Center for Health Promotion 
and Education was cited by teachers as a less frequently used resource, in actuality (as re- 
ported in Chapter 1), the curriculum packages disseminated by the Center are the most 
used in the state. This might reflect that teachers know the name of curriculum. Teenage 
Health Teaching Modules (THTM) and Growing Healthy , but are not familar with the 
organization providing the materials. 



CHAPTER THREE: ENDQRSRRfENTfi AND 



1. Areas of Certification of Teachers and Distrifit nn«ta#»tr«f 

The Teacher Survey revealed that 77% of the respondents are currently providing instruc- 
tion in health education. As shown in Figure 9, 20% of these are certified in health educa- 
tion, 32% are certified in health and physical education, and 40% are certified to teach 
elementary education. Other teachers who are most frequently charged with teaching 
health education are those certified in the sciences, physical education, home economics, 
nursing, biology and counseling. 

District contacts were also asked to identify their area of certification. Of the 96 who re- 
sponded, 12% are certified in health education. The data indicate that a lower percentage 
of district contacts are certified in health education than are the teachers who responded 
to the survey. One in three are certified in health and physical education. Twenly-one 
percent are certified in the area of administration. In many districts, the health education 
contact is the curriculimi coordinator, principal or superintendent, and would likely be 
certified in a variety of subject areas. 

Of the 20% of teachers who responded that they are certified in health education, half 
teach in a district with moi e than 6,000 students, 36% teach in a district with between 601 
and 6,000 students, and 12% teach in a district with 600 or fewer students. Of the 12% of 
district contacts with certification in health education who responded, 23% work in 
districts with over 6,000 students, 44% work in districts with a student population be- 
tween 601 and 6,000, and 33% are employed in districts having 600 or fewer students. 

In Colorado and many other states, persons certified in physical education before 1975 
also were certified in health education with little course work in the area. The assumption 
that many survey respondents received their degree prior to 1975 may explain the fact 
that certified physical educators are the single largest group inv^Ved in health education. 
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Science 

Physical Education 

Hoine Economics 

Nursing 

Mathematics 

Biology 

Counseling 

All Others 



5 
5 
5 
5 

mm 

3 
2 



5 

7' 
7 



■ I. 



* Responses are given in percentages. The base for, the Teacher SiirvejriJ7(^^^^^^ . 
base for the District Survey is 96; Total of both coluimhs is more tham loO^ Jiue to 
some teachers and some district contacts having cextification in m^ 



gf Fftrmftl Health feSttffft^ 



health coui^s and health^rela^ ihse^^ cQntactjhpurs have completed in the last 
three yeairs. Teachers reported s a average of 15 wUegi8|e h insemce con- 

tact houiB; District contacts rejported an average of 18 cblle^ate houra and 21 inservice 
contact h6u3«. 



District health education contacts have completed more collegiate hours and in^ervice 
contact hours in a health-related field than the teachers who responded to the survey. 
Classroom health education instructors report not receiving adequate inservice training to 
stay abreast of the health information explosion. A great deal of liealth instruction is 
taking place without teachers receiving the inservice training thejir reported they need. 
And most of the health education instructional materials used in Colorado school districts 
require teacher inservice training. Results from the taacher sun^ey indicate that teachers 
are requesting inservice trainmg in mental healtls, AIDS, coping skills, alcohol and drug 
abuse and other topics that may not lend themselves to a straightforward, factual ap- 
proach to learning. In fact, the need for mservice traniing exists across all content and 
skill areas. 



3. District Health TCdnnfltion Written PnH^v 

Relatively few districts have written health education pohdes to guide teachers and ad- 
mmistrators. This is unfortunate for, if a district does not have a written poUcy» teachers 
may be placed in the awkward position of making choices about instruction in sensitive 
areas. Figure 10 sununarizes survey findings in regard to the percentage of reporting 
districts and their development of comprehensive written health education poUcies. About 
40% of the reporting districts* elementary schools and high schools, and just over 51% of 
all junior highs/middle schools have a comprehensive \vTitten health education policy. Of 
the districts that do have such written policies, most have written those poUcies within 
this decade. Pohcy development appears strongest in junior high/middle schools. 



Figure 10 



Percentage of Responding Districts Reporting a 
Written Health Education Policy 
By Education Level and Date of Development 



Elementary 



Junior High/ 
Middle Sc>:iool 



High School 



1970s 



13% 



11% 



10% 



1980? 



28% 



40% 



30% 



Total with 



Policies 



41% 



51% 



40% 
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4. Written DistH^t Policies on Specific Health Issues 




Figure 11 presents findings 
specific health issues. Fon 

have a smoking policy for students, and only 41% Mye'su^J^ ppli<g^ for 'sta^^ "Kalf tKe 
respondents indicate that their districts haye deyelopeia a^^i^^^ 
fected with AIDS, and about one-third indicate that an ^TOS educajo^ pr human Sexual- 
ity/family life education policy exists. 



Figure 11 

Percentago of B^iMndeni^IHs^^ 
Reporting Spei^ific.Heitf&jlssiie 



Health Issues Percent 



AIDS Infected Individuals 60% 

AIDS District EducatiomPolicy 35% 

Drug and Alcohol Use 79% 

Tobacco Use by Students 77% 

Tobacco Use by Staff 41% 

Teen Pregnancy 26% 

Human Sexuality/Family 32% 
Life Education 



Year 
^Implemented 

1984 • 
19i35 
1960 
1960 
1965 
1970 
1964 



RJC 
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Health education — taugfit in Kindergardett:tfirough the using yaKdaled 

curricula — by well-trained instructors — yewed inia yj^^ 

based on student and community needs — hks b^ii shpvra to 

community iiivolvenient, healttienhsmcu^ 

death. Thus healiih education is of importance noibionly/te!(^ipf^^ 

as a whole. Colorado citizens have a major mferest in ensu^ the health educaitibn 

provided to Colorado students is maximally effective. 

Health educators and administrators in Colorado ^i&lic schools face many chrflenge^^^^ As 

this survey reveals, teachers need additional ,edu(»tio wraan- 

ing. Districts need to develop written health 8d&(»^ 

existing health education curricula. I*arents and mefi^ 

actively involved in planning the health education that imos^^ 

needs of students in their district. Overall, there is miidh to b^ 1^^^^ 

ation in regard to health education in Colorado. It is hoped t|^t ti^^^ ^' provide a 

basis for development of effective health education prbgramibing throughout th^ stete. 
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Appendix A - Part One, The District Survey 



1988 Colorado School Health Education Survey Please return lo: 

District Health Education Contact Survey Mary Lou Myers 

H. E. survey Ptojcci Director 
Colorado Departmoat of Education 
201 E. Colfax Ave. 
Denver, CO 80203 

Date 

Please check spelling and 
make address correcdon$« 

A. Do you have a Colorado teaching endorsement in health education? Yes No_ 

B. Do you have a Colorado teaching endorsenjcnt in health and physical education? Ycs_^ No_ 

C. If no, what subjects are you endorsed to teach? 

D. How many collegiate hours of health courses have you completed? 

E. In the past 3 years, how many inservice contact hours have you completed in a health related 
field? 



POLICY 

1. Does your district have a \^Titten policy concern* 
grade levels? Check those that apply and indicav 

Grade Level 

(a) elementary 

(b) middle school/ junior high 

(c) high school 



' health education for the following 
the year implemented and revised. 

Year Implemented Year Last Revised 



2, Does your district have written policies regarding the following health issues? Check 
those that apply and indicate the year implemented and revised. 

Health Issues Year Implemented Year Lest Revised 

(a) AIDS-infe .ted individuals 

(b) AIDS-district educational policy 

(c) illicit drug/alcohol use 

(d) tobacco use by students 

(e) tobacco use by staff 

(f) teen pregnancy 

_ (g) human sexuality/family 

life education policy 
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CURRICULUM 

A formal health educaUon curriculum is defined here as: 

A written plan containing detailed informatioi^ regardiftz^rade level offerings and other suggestions 
for hettlth education instruction in dusc}u>oldistncL It describes overall philosophy, goals, objec^ 
lives, scope and sequence of the health education fjtrdgr^ 

3. Does your district have in place a formal curriculum for health education? Yts No 

3a. If vgs, check all grades that are included. If no, skip to #5* 

K 1 2 3 4 5 ^6 1 8 ^9 10 1 1 11 

4. What factors influenced the adoption of your curriculum? (dieck all that api^y) 

. (a) Needs assessment (g) Res^^ hcalih needs 

(b) Community input ^(hV Re»5i^ on student neods 

(c) Student interest __(i) Administration intCT6st/dii^ 

(d) Teacher interest Q) ScIwfelrBda^ dircctioh/suppbrt 

(e) Teacher training needed f k) Gost df l^grani 

(f) Instnictional time (l) Othet (specify).^ 

5- What curricular materials/instructional packages have been adopted, purchased, or developed? 

Name curricular materialsAnstructioaal packages Grade In Year 

\^Tiich Used Implemented 



6- Have district personnel received inscrvice training in the curricular 

materials/ instructional packages listed in question #5? Yes No 

6a. If yes, list the curricular materials around which inservice training was provided? 



At each grade level, indicate whether health instruction is: (A) required for all students at 
some point, (B) is an elective available to the students, (C) is provided at the discretion of 
Individual teachers, or (D) is not offered. 

A B C D 

Required Elective Teacher Noi Offered 

Option 

L Primary Grades 

IL Intermediate 

ra. JnHi/Middie School 

rV. High School 
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8- Did your district acquire new materials in response to Colofado revised statute 22-1-i lO, 

CONCERNING PUBLIC SCHOOL INSTRUCTION ABOUT THE EFFECTS OF THE USE OF 
ALCOHOLr, DRINKS AND CONTROLLED SUBSTANCES? Yes No 



8a- If XfiS, please describe materials selected,. 



PROGRAMS 

9- Arc any of the following prevention, intervention programs in place in your district? 
If yes, check the name of program(s}, 

(a) Student Assistance 

(b) Peer Counseling 

(c) Alternative activities 

(d) On site hea*ih/mcntal health services 

(e) Parent education programs 

(f) Mentor programs 

(g) Wellness.pipgram-for staff and/or students 

(e.g. smoking cessation and fitness) 

(h) Other (specify) 

(i) Please identify program(s) by name, (e.gTop Teens, High on Life)., 



FUNDING 

10. Identify revenue sources you receive specifically for Health Education. 



1 1 . Have district budget cuts adversely affected your health education program? Yes No^ 

1 la. If yes, in what way 



12. If there were additional funds available for healtfi education programmii.g where wou!d 
such funds be of greatest assistance? (Check no more than three) 

(a) Increased staffing 

(b) Inservice training 

(c) Neiv cqbipnwnt 

(d) McTC or improved materials 

(e) Extracurricular programs (e.g. Top Teens) 

(f) Develq)ment of district healUi education curriculum 

(g) Adoption of exemplary health education curriculum 

- (h) Evaluation 

(i) Held tiips, ( e.g. Hall of Life) 

(j) Resource people (e.g. consultants, guest speakers) 

(k) Health faii^ 

(I) Subscribing to newsletters, periodicals, and/or journals 

(m) Otiier (specify) 
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13. Have parents and other community menbers been surveyed tQ see what tl^ey wpiild like 
included in a school health education? Yes -No 



14. By what means do you keep parents up to date regarding health educatioR? 
Describe ' ^ ^ ^ - 



15* Do you have an active community/school health education comriuttee? Yes No^ 

15a. If so, who is included on the conomittee? (iC iMihc^:^^^^ 

__teachers ^pa/ents students^ Jp rinapa]^^ 

^district administration law ehforcen^ri^^ ^^^ l ocal healtfi officials 



^business/labor service andxivac prgamz^^ 

.religious groups __senior citizens d ther (specific) 



16. Is theie a resource list of community health related organizations^ agencies, or individuals 
available to teachers. Yes: ^ Na/. 

17. Are you willing to share policies and needs assessment /results/ instruments developed 
by your school district with others in the field? Yes.; No 

Thank you for your help* The results will be smt to you* 
IF YOU HAVE ANY QUESTIONS, PLEASE CALL MARY LOU MYERS 866-6767 
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Appendix B - Part Two, The Teacher Survey 



1988 Colorado School Health Education Survey 
Health Education Instructor Survey 



Return to: 

MaryJLou Myers 
HE Survey.Pioject Director 
State Offfcc Buiiaing 
201 E/Colfax Avenue 
Denver, CO 80203 



Your Name. 
County 



Date 



District number 



School(s) where you woric_ 
Grade Ievel(s) you teach 



Your title 



A. Do you have a Colorado teaching endorsement in health education? Yes_^ No. 

B. Do you have a Colorado teaching endorsement in health and physical education? Yes_? No. 
C If no, what subjects are you endorsed to teach? 

D. How many coUe Jate hours of health courses have you completed? 



E. In the past 3 years, how many inservice contact hours have you cbriiplet^ in a health related 
field? 



Comprehensive Health Education may include the following content areas: 
AIDS Education, Alcohol and other UrtigSy'Accident/Injar j Prevention, Safety and. First Aid, 
Consumer HealU^, Dental Health, Family Life/Human Sexuality Education, Growth and Qevelop* 
ment. Mental Health/Stress, Nutrition, Personal Health and Fitness, and Prevention and[SControl 
of Disease. 

Comprehensive Health Education may include the following skill areas: 
Coping, decision making, refusal, and communication skills* 



Do you provide insffuction in any of the above content or skill areas? Yes„ 
If Yes, continue. If No, stop and return the survey in the enclosed envelope. 



No 
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h Identify the grade level(s) at which you provide instruction In the CONTENT AREA^ listed belbwj 
(Oiecik all thiat apply.) ^, 



CONTENT AREAS 


K 


1 


2 


3 


4 


si 


6 




■^8- ; 


9 


10 ; 






(a) AIDS Education 
















\ 












(b) Alcohol and Other Drugs 






















* y 






(c) Accident/Injuiry 
Prevention, Safety, 
First AidiCPR, 
Survival Skills 




























(A^ Consumer Health 




























(e) Dental Health 




























(f) Environmental Health 




























(g) Family Life/Human 
Sexuality Education 




























(n) urowin/ueveiopmcni 




























(i) Mental Health, 
Stress, Suicide 
Prevention 


























t 


(j) Nutrition 






















< 




— - 


(\c\ Pi^rsnnftl Hftalth 

and Fitness 




























\l) JtTeVvuQOn aJuQ 

Control of Disease 




























(m) Sexually 

Transmitted Diseases 




























(n) Tobacco/Smoking 




























Child Abuse/Neglect, 
Sexiial Abuse 




























(p) Other (Describe) 





























^ _ ^ ^ 
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2. Identify the grade leyel(s) at which you.provide instruction in the following SKILLSr 
(Chicclc ail that apply) 



SKILL 


K 


1 


2 


3 


4 


\ 


6 


7 


8- 


; ft': 






S Ji 


(q) Coping Skills 


















* 






: ♦ 


<y *■" 


(r) Decision Making 












"S^'l 
















(s) Refusal Skills 
























:% 




(t) Communication Skills 




























(u) Other, (describe) 





























3. Please, describe the amount of time you are providing Health Education in e^ch class you teadh? 
(e.g. third grade> full year, three times per week for 50 minutes) " \ u ' 



4. For the students you teach, prioritize the 3 content areas that you believe are most importa 

(a) (b) ^ (c) 

5. For the students you teach, prioritize the 2 skill areas that you believe are most important. 

(a) (b) (c) ^ ^ 

6. Ill which health education cnment/skill areas would you like additional inseryice training? 
(a) (b) (c) . : : 

7. Which of the following resources do you use in teaching health? 
(Check all that apply) 
(a) BOCES 

. (b) Area Health Education Council (AHEC) 

(c) Local health depaiiment 

(d) Local hospital or 

mecKcal personnel 

(e) Dairy Council 

(0 Lung Association 

(g) District curricular materials 

(h) Pteycntion^^^^ 

(i) OAer school 

.(j) Colorado Eiepartfe^ of Education, 

Health Education 
(k) Colorado E)epartment of Health 



.(1) Rocky Mountain Center for Health 

Pix)mption;3and Edupation 
.(m) Ldqklila^ejifo^ 
Xn) 

Xc^ KjiiiSc|r^ft^p^^^ 
Xr) 0^fqf^6 J^ 

Chil3l]Hutntip^^ ^ 
Xs) $0s^^!l^^ 

Xt) ADdLESGENt;HEA^T^ IN 
Xu) OtHer, Please Specify 




8 . Please complete the following n^atrij? l)y inseirticg the title of books, films, videos, computer p.rpgramsi^c,>ybu We use^witii , ' , . : \iA 

:Qraaf liefei; V - - ^'Strip. ' ■ , ■ ^ _ /"SpjSware;^:-; 



CONTENT AREAS 



Gdmplete Title 



l\3 
05 



31 



(a) AIDSEducatibn 














(b) Alcohol and Other Drugs 














(c) Accidenyinjury 
Preventibri, Safety, 
First Aid,GPR, 
Survival Skills 














(d) Consumer Health 




. — TTT" 










(e) Dental Health 








' . ' .\ . 




; .V. : , » f 


(0 Environmental Health 














(g) Family Life/Human 
Sexuality Education 














(h) GrowtlvDevelopment 














\X) Mental Uealui 
Stress, Suicide 
Prevention 














0) Nutrition 














(k) Personal Health 
and Fitness 














(i) Prevention and Control 
ofDisease 
















CONTENT AREAS 



Complete Title 



Recommended Film Video Film Computer 
Grade Level Strip Sprtwai^;- 



Tiacsmitted Diseases 














(n) TobacccySmoking 














(o) Violence, Homocide, 
ChiluAbuse^eglect, 
Sexual Abuse 














(p) Olher 

Please Describe 














SKILL AREAS 


(q) Coping Skills 














(r) Decision Making 














(s) Refusal Skills 














(t) Communication Skills 














(a) Other, (describe) 















Thank-you ver>' much for your cooperation. If you have questions call Mary Lou Myers at 866-6767. 



Please send the completed survey by March IS, 1988. 
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Appendix C - PreventivOn and Intervention Programs 

in Place 
in Respon^hg Districts 



PREnTEOTION AND INTERVENTIONPROGRAMroENTIFIED BYNAME 

Student Assistance : 
TOUGHLOVE,IMPACT, SAP 

Pear Counseling: 

Partners, Bionic, TNT-Teens Needing Teens, Youth to Youth Training, Student to 
Student 

Alternative Activities : 

STAND/SADD, All Stars, *A Team," Youth to Youth, Reaci> 
Health/Mental Health Services : 

School health services - Aspen Valley 'lospital, Dolores County Nursing Service, 
Elbert County health nurse, Centennial Mental Health, school based clinics. 

Parent Education Pro-am s: 

Tough Love, Mothers Against Drunk Driving (MADD), Talking With Your Kids About 
Alcohol (TWYKAA), Parent action committee. Drug Fre3 School - Parent/Teacher 
club, STEP, Aware, Choices and Challenges. 

Mentor Programs : 

SAPP - Substance Abuse Prevention Program, Partners. 
Wellness Programs (staff and students) : 

Health Sense (staff). Why Weight, American Cancer Society (Stop Smoking), 
Building Challenge for Staff Fitness, SHm for Life. 
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Appendix D - Revc^hue Sif^i^ 



Health E^ncatign RevgOTC gftmeg as ysMfelPiihict Cftite^ 




unainfiTsources. 



Chapter 2 Grant 
school budget- 
local ftinds 
ADEPT grant 
health Budget 
local'taxbase 
Postitive Action 
CDC AIDS Education grant 
general fund budget 
state funds 

Communities for Drug Free Colorado 
Current Inc. for AIDS education 



physic^^ 
Depa^^ 
^^^Prevehtit ' 
school heal^^ riculim^^ * 
DenyerSro^ fduthFoiin^^ 
iktH^f^ 

capitol "^Mirye ^ 

CDEgr^mtmohies > 

school board 

Sdence:Fpu]ida^^ 

building leVelfx^ 

curriculum service 

Omnibus Grant ^ ^ 
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Appendix E - Wsys th^^^J^istricts Inform Parents 
and Other CQ^QOimum 

About Heklth Education 



Mill 



COMMUNITY INVOLVEMENT 

Pourty four percent of the districts indicated that they had surveyed parents and other 
conununity members regarding what they would like included in the school health educa- 
tion provided to students in their commxmity- 

District contacts were asked to identify methods by which they keep parents up-to-date 
regarding school health education. Responses were placed in three categories: Community 
Organization Activities, School Functions, and Media, 



Communitv Organizatio n Activitieg 

district accountability committee 

school board meetings 

health task force 

health education advisory group 

open forum 

FTA presentations 

church education program 

School Functions 



parent advisory committee, PTA, PTO 
citizen review committees 
partners in parenting 
steering committee 

DARE group involved in district's schools 
nainisterial alliance 



Open houses were held for parents with the purpose of presenting health and sexual- 
itv education materials, reviewing curriculimi guides, and assisting in the evaluation 
of sample text books and videos. Curriculum was developed with help from parents 
in the community during health curriculum meetings. Parent teadier conferences, 
workshops, classes, and special programs provided by the school nurse contributed to 
education of parents. Health Fairs for students and commimity members were held 
and informal speakers at clubs presented informs. .jn. 

Medi a 



teacher newsletters 

f>rincipal newsletters 
ocal newspaper 
news media 
surveys 

public reports to the school board 



school newspaper 
newspaper articles 
accountability newspaper 
booklets / brochures 
accountability reports 



Thirty-four percent of the districts stated that thoy had an active commimity/school health 
education connnittee. Parents, teachers, principals, district administration and local 
health officials were indicated most often as committee members. Membership by religious 
groups, students, service organizations, law enforcement, business/labor representatives, 
and senior citizens was reported as minimal. 
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Appendix F - School Districts 
Tested by Size and Setting 



SETTING: URBAN 
SIZE: OVER 25,000 
Denver 1 Denver 
EI Paso 11 Colorado Springs 
Jefferson R-1 Jefferson 

SETTING: ORBAN 
SI2£: 6»001-25»000 

Boulder ReW St. Vrain Valley 
Boulder Se-2(J) Boulder Valley 
Larimer R-1 Poudre (Fort Collins) 
Larimer R-2J Thompson 
Mesa 51 Mesa County Valley 
Pueblo 60 Pueblo City 
Weld 6 Greeley 

SETTING: SUBURBAN 
SIZE: 6,001-25,000 

Adams 12 Northglenn-Thomton 
Adams 50 Westminster 
Arapahoe 5 Cherry Creek 
Arapahoe 6 Littleton 
Arcpahoe 28J Aur'^ra 
Douglas ReKJ) Douglas County 
El Paso 2 Harrison 
ElPaso3Widefield 
EI Paso 20 Academy 

SETTING: SUBURBAN 

SIZE: 1,201-6,000 

Adams 1 Mapleton 

Adams 14 Adams City/Commerce 

City 

Arapahoe 1 Englewood 

Arapahoe 2 Sheridan 

EI Paso 12 Cheyenne Mountain 

k?J Paso 38 Lewis-Palmer 

El Paso 49 Falcon 

Pueblo 70 Pueblo County Rural 



Garfield Re2 Garfield 
Gunnison ReU Gtinnison 
La Plata 9-R Durango 
Las Animas 1 Trinidad 
Logan Re-1 Valley (Sterling) 
Moffat Re: No. 1 Moffat 
Montezuma Re-1 Cortez 
Montrose Re-W Montrose County 
Morgan Re-3 Fort Morgan 
Otero R-l:East Otero 
Otero R-2 Rocky Ford 
Prowers Ive-2 Lamar 
Rio Grande C-8 Monte Vista 
Routt Re-2 Steamboat Springs 
Summit Rel Summmit 
Weld Re-1 Gilcrest 
Weld Re-4 Windsor 
Weld Re-8 Fort Lupton 

SETTING: OUTLYING CITY 
SIZE: 601-1,200 
Bent Rel Las Animas 
Chaffee R-31 Buena Vista 
Chaffee R-32 Salida 
Huerfano Re-1 Huerfano 
Kit Carson Re-6J Burlington 
Morgan Re-2(J) Brush 
Pitkin 1 Aspen 
Weld Re-2 Eaton 
Weld Re-5J Johnstown-Milliken 

SETTING: 

RURAL MOUNTAINOUS 
SIZE: 1,201-6,000 
Clear Creek Re-1 Clear Creek 
Eagle Re50(J) Eagle County 
Lake R-1 Lake County 
Teller Re-2 Woodland Park 



SETTING: SUBURBAN 

SIZE: 601-1,200 

EI Paso 14 Manitou Springs 



SETTING: OUTLYING CITY 
SIZE: 1,201-6,000 

Adams 27J Brighton 
Alamosa RellJ Alamosa 
Delta 50(J) Delta County 
El Paso 8 Fountain 
Fremont Re-1 Canon City 
Fremont Re-2(J) Florence 
Garfield ReKJ) Roaring Fork 
O 

FRir 



SETTING: 

RURAL MOUNTAINOUS 
^.,^IZJ3: 601-1,200 

Archuleta 50Jt Pagosa Springs 
Grand 2 East Grand 
Larimer R-2(J) Ptrk (Estes Park) 
Park 1 Phtte Canyon 



SETTING: 

RURAL MOUNTAINOUS 
^IZE: 301^ 
Gil^ Re-1 Gilpin County 
Grand-KJt) West Grand 
Jackson IWkNorth Park 
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Mesa 50 Plateau Valley 
Park Re-2 Park County 
Teller Rel Cripple Creek-Victor 

SETTING: 

RURAL MOUNTAINOUS 
SIZE: 300 AND LESS'* 
Hinsdale Re 1 Hinsdale County 
Huerfano Re-2 La' Veta 
Mineral 1 Creede 
Ouray R-1 Ouray 
Ouray R-2 Ridgwai 
San Juan 1 Silverton 
San Miguel R-1 Telluride 

SETTING: 

RURAL AGRICULTURAL 
SIZE: 601-1,200 
Adams 29J Bennett 
Conejos Re-lJ North Conejos 
Elbert C-1 Elizabeth 
La Plata lOJt-R Bayfield 
La Plata llJt Ignacio 
Rio Blanco Rel Meekjer 
Rio Blanco Re4 Rangely 
Rio Grande C-7 Del Norte 
V/eld Re-3(J) Keenesburg 
Weld Re-7 Platte Valley 
Weld Re-9 Ault-Highland 
Yuma RJ-1 West Yuma County 
Yuma RJ-2 East Yuma County 

SETTING: 

RURAL AGRICULTURAL 
SIZE: 301-600 
Adams 31J Strasburg 
Arapahoe 32J Byers 
Baca Re-1 Walsh 
Baca Re-4 Springfield 
Conejos 6J Sanford 
Conejos Re-10 South Conejos 
Costilla R-1 Centennial 
Crowley Re-l-J Crowley 
Dolores Rs No. 1 Dolores County 
El Paso RJ-1 Calhan 
El Paso 22 Ellicott 
Garfield 16 Parachute 
Lincoln Re-4J Limon 
Montezuma Re-4A Dolores 
Montezuma Re-6 Manoos 
Montrose Re-2 West End 
Morgan Re-50(J) Wiggins 
Otero R-4J Fowler 
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Phillips Re^UHolyoke 
Prowers Re-3 Holly 
Ko Grande Re-33J Sargent 
Routt Re*l Hayden 
Routt Re3(J) South Routt 
Saguache 26Jt Center 
San Miguel R-2J Norwood 
Sed^dc Re-1 Julesburg 
Washington K-1 Akron 

SETnNG: 

RURAL AGRICULTURAL 
SIZE; 300 AND LESS 
Alamosa Re-22J Sangre de Cristo 
Arapahoe 26J Deer Trail 
BacaRe-3Pritchett 
Baca ile-5 Vilas 
Baca Re-6 Cainpo 
BentRe-2McClave 
Cheyenne R-1 Kt Carson 
Cheyenne R-5 Cheyenne County 
Costilla R-30 Sierra Grande 



Custer C-1 Consolidated 

Elbert 0-2 Kiowa 

Elbert 100(J) Big Sandy 

Elbert 200 Elblsrt 

Elbert 300 Agate 

El Paso 23Jt Peyton 

El; Paso 28 Hanover 

El Paso 54Jt Edison 

El Paso 60JtMiami-Yoder 

Fremont Re-3 Cotopaxi 

Kiowa Rr4 Eads 

KSowa Re-2 Plainview 

Kit Carson R-20 Arriba-Flagler 

Kjt Carson R-^ Hi-Plains 

Kt Carson R^'Stratton 

Kit Carson R-5 Bethune 

Las Animas 2 Prithero 

Las Animas 3 Hoehne 

Las Animas 6 Aguilar 

Las Animas 82 Brandon 

Las Animas*88 Kim 

Lincoln C113 Genoa-Hugo 

Lincoln Re-23 Karval 



Logan Re-3 Prenriiman 

LoganRe^tf) iSuffalo 

Log^'Ite-5 Plateau 

Mes^ 49Jt De Beque 

Morgan %2(Xj)WeldonVa * 

Otero 3J Mahztmbla 

Otero 31 Cheraw 

Otero 3iSwihk: 

PhiljipsJie^ 

ProwerelRerl Granada 

ProweraRe-l^tW^ 

Saguache Rel Mountain Valley 

baguache 2 Moffat 

Sah Iguel 18 Eghar 

Sedgwick Re^ Platte Valley : 

Washington R-2 Arick^e 

Washington R-3QU^^^^ 

Washington 101 Lone Star 

Washington i04 Wodlin 

Weld Re-l6(J) Brig^ale 

Weld lie-lKJ) Prairie 

WeldRe-l2Grover 



Colorado State Board of Education 

1989 




Fifth Congressional District 

Colorado Springs 




Boulder 




...Fourth Congressional District 

Fort CoUins 




Third Congressional District 

Steamboat Springs 




Sixth Congressional District 

Englewood 




...Second Congressional District 

Boulder 




First Congressional District 

Denver 
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